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‘uring the past few years I 
ie have become en increasingly im- 
| portant factor to the Medical pro- 

fession. I now being. used 
| preoperatively, postoperatively, in 
pheumonia, asthme,. chronic heart 
conditions, ete. BUT, to do my 
best work therapeutically, I must 
be administered immediately fol- 
low'ng diagnoéis, continued 
until I have completed my taek.” 


One of the .most effective means for the administration of Oxygen. in pro- 
longed ‘cases is the. Nasa! Catheter méthod—used and récommended. by 


-Dectors who have made a study of the value of Oxygen therapy: 


Our PURITAN NASAL CATHETER. OUTFIT, shown_above, is efficient, economical, 
portable, arid durable. have installed this equipment ‘in many of the leading Hos- 
pitals. over the entire country, We call. your particular attention: to the pressure reduc- 
ing regulator with’ which this unit .is equipped; which is of the highest quality...A 
high-pressure gauge. shows contents of cylinder, and an‘accurate working-pressure gauge 
registers flow in litres per minute, with positive control, | 


LEADING MAKES OF OXYGEN: TENTS 
BEDSIDE INHALATION UNITS: 


CYCLOPROPANE - 

NS FROUS. OATD 

ETHYLENE 

OXYGEN | 

CARBON. DIOXID 

PERCENTAGE MIXTURES OF 
CARBON.DIOXID AND OXYGEN 


PURITAN NASAL CATHETER OUTFITS For Sate or: Rental 
at all. of our locations. | 
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The Heidbrink absorber equipped Kinetometer with its ex- 
clusive features of convenience supplies easy means for bet- 
ter anesthesia at greatly reduced cost, and aids the anes- 
thetist in securing remarkably satisfactory results. 

Simple dry-float flowmeters deliver each gas independent- 
ly and with great accuracy, a requisite of present day anes- 
thesia apparatus, especially in the administration of Cyclo- 
propane, Oxygen and Carbon Dioxid by either the “open 
flow” or “absorption” method. 


3-GAS 4-GAS and 5-GAS OUTFITS ARE OFFERED 


WRITE FOR FREE ILLUSTRATED CATALOGUE 


THE HEIDBRINK COMPANY 


2633 Fourth Avenue, South Minneapolis, Minn. 
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PROTECTING 


in YOUTH’S 
EMERGENCIES 


In infaney and childhood, when. precaution is 
demanded, ether is recognized by pediatricians 
as the safest anesthetic. Mallinckrodt Ether 
Anesthesia is considered one of the purest, and 
therefore safest, ethers available. 

Frecdom from aldehyde, peroxide and all other 
toxie impurities permits smooth induction, almost 
natural awakening, minimum nausea and respira- 
tory irritation with Mallinckrodt Ether Anesthe- 
sia. 

Highly exacting tests, both U.S.P. and the ex- 
tra sensitive Mallinckrodt tests, and sealing with 
the Mallinckrodt patented solderless closure in 
chemically treated containers, protect the de- 
pendability of Mallinckrodt Ether Anesthesia. 
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1. Unit may be readily attached. to 
any McKesson unit. 

2. New type flow meters of entirely 
new design differing from any type of 
flow meter on the market. Solf-celcan- 
ing, easily rcad and do not indicate a 
flow unless gas is actually being deliv- 
ered. 

3. Soda lime may be changed during 
the operation without disturbing the 
anesthesia in the least; certainly a great 
advantage. 

4. Capsules or bulk soda lime may be 
used as desired. 

5. Rapid replacement of soda lime,— 
matter cf sceconds. 

6. Practically no resistance to respi- 
ration, ail ports are ‘s inch in diam- 
eler. 

7. Licht. in’ weight, special light 
weight motal used on construction of 
absorber and ether vaporizer. 

8. Anesthesia may be changed from 
the absorption to standard technic by a 
simple turn of the main absorber valve. 


Presents new and improved anesthetic 
equipment. Any McKesson Nargraf 
equipped with a No. 610 Absorber of- 
fers the Anesthetist ideal equipment 
for low pressure, high pressure, ob- 
stetrical and absorption anesthesia 
techniques. 


Features 
of the 
New Absorber 


9. Indicator for indicating the length 
of time the soda lime has been used. 


10. Valve on inhaler body for closing 
b-eathing tubes and allowing patient to 
breathe air. 


11. All valves in head of machine easy 
working and positive in action. 

12. All parts machined accurately, pre- 
venting leaks, the bane of the absorp- 
tien technic. 


13. Extreme simplicity of operation. 
14. Rebreathing bag easily removed 
for cleaning. 


15. Patient may be resuscitated at any 
time without disturbing the mixture in 
the ubsorber rebreathing bag, a great 
advantage when using cyclopropane, as 
the mixture of expensive gas is not lost 
as it is in other types of equipment. 


16. Metal parts chrome plated, all con- 
trol knobs black bakelite, making a 
very pleasing appearance. 


Special Literature on Request. 


McKESSON APPLIANCE COMPANY 


2228 Ashland Ave. 


Toledo, Ohio, U.S.A. 
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ANESTHESIA IN GYNECOLOGY 


JAMES E. KING, M.D.* 
Professor of Gynecology, University of Buffalo 


An experience of thirty-five years 
in surgery of women has given the 
writer definite convictions in regard 
to anesthesia. During this period of 
thirty-five years, a number of drugs 
and methods of anesthesia have been 
tried in the hope that some one of 
them would answer all four of the 


chief requirements. These require- 
ments are: first, safety to the pa- 
tient; second, an anesthesia that 


makes possible efficient, safe work bv 
the surgeon; third, one that removes 
as completely as possible unpleasant 
after-effects; and finally, one that will 
dispel the fear and unpleasantness in- 
cident to its induction. 

The anesthetic has always been the 
chief dread of any operation. The 
thought of passing into oblivion has 
attached to it a fear which cannot be 
entirely overcome. There are several 
factors which contribute to this. One 
not to be ignored is the trip to the 
operating room. The patient is lifted 
from her bed to the cart, which-in it- 
self contributes to her fear. She is 
wheeled to the floor of the operating 
rooms, usually before the patient who 
has preceded her is taken down. She 
is placed in an adjoining room while 
the operating room is being prepared. 
She is conscious of the attending bus- 
tle, hears the instruments being 
cleaned and arranged, and she realizes 
that this is all for her. She is then 
taken to the operating room and eith- 
er lifted or requested to move herself 
ujion the table. While doing this she 
sees about her a group of nurses and 
doctors in curious, unfamiliar garb, 
and she also often sees the instrument 


table with its array of instruments. 
All these unusual sights and sounds 
increase her fear, and by the time the 
anesthetist places the mask over her 
face, she is at a nervous tension which 
interferes with peaceful resignation 
to the anesthetic. The desirability of 
obviating this state of mind is indi- 
cated by the pre-anesthetic hypoder- 
mic of morphine or _ scopolamine, 
which is usually employed. With the 
advent of the barbital combinations, 
these drugs in some form have been 
substituted for or added to the prelim- 
inary morphine. While occasionally 
these aid greatly in quieting the fear 
of anesthesia, in the majority of wom- 
en, the memory of their experience 
still lingers to constitute the greatest 
fear of a future surgical procedure. 

Ether has always been considered 
the safest anesthetic. In the writer’s 
experience, however, post-operative 
complications directly traceable to it 
were very much more common than is 
seen today in the use of other anes- 
thetics. The improvements in ether 
administration today, have, of course, 
reduced these complications. Ether 
anesthesia is to the majority of pa- 
tients an extremely unpleasant expe- 
rience. A nitrous oxide induction 
followed by the drop ether method has 
eliminated some of the unpleasant- 
ness of the first stage, but it has done 
little to dispense with the nausea, 
vomiting,- gas pains and the possible 
pulmonary sequelae that follow ether 
anesthesia. 

With nitrous oxide anesthesia, the 
writer hoped to eliminate much of the 
dread of surgery. While nitrous oxide 


* Read at the third annual meeting of the New York State Association of Nurse Anes- 
thetists, held in Buffalo, May 21st and 22nd, 1936. 
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eliminated much of the unpleasant- 
ness of induction compared to eth- 
er, there were a number of features 
from the surgeon’s viewpoint 
were still undesirable. The cyantgSis 
with increased bleeding, the difficulty 
in securing relaxation, or the necessity 
and difficulty of operating with insuf- 
ficient relaxation, presented in laparo- 
tomies real objections to this form of 
anesthesia. It is true that it is a great 
satisfaction to see one’s patient quick- 
ly regain consciousness, but vomiting 
and post-operative gas pains were on- 
ly in a measure decreased. The writer 
used this form of anesthesia for twen- 
ty years—largely because of the 
somewhat greater comfort to the pa- 
tient. Still it was not the ideal an- 
esthetic. In a certain percentage of 
cases, it became necessary to add ether 
to the gas or to substitute drop ether. 
One of the most disappointing fea- 
tures of nitrous oxide is the fact that 
in the majority of cases the anes- 
thetic was still remembered by women 


as the most unpleasant feature of. 


their operations. 

During this period, the writer tried 
spinal anesthesia. Women objected to 
it, and quite naturally. The thought 
of a spinal puncture, in addition to 
the distress of the trip to the operat- 
ing room, was quite sufiicient to dis- 
turb to a greater degree their mental 
equilibrium. From the surgeon’s view- 
point, spina ideal. In 
the writer’s opinion, however, it is not 
an entirely safe anesthetic—the sud- 
den drop in blood pressure and the 
occasional vomiting during the opera- 
tion as a result, added other objec- 
tions. In addition to this, the fact 
that the patient was conscious during 
the operation was always distressing. 
Certainly the majority of women do 
not like spinal anesthesia, and some 
will make so bold as to request that it 
be not used. 


anesthesia is 


About seven years ago, avertin be- 
gan to receive attention in this coun- 
try. The writer tried it in the hope 
that it would meet both the require- 
ments of the patients and the sur- 
geon. At that time but few clinical 
reports of its use were available. The 
booklet supplied by the manufacturer 
seemed to furnish the most reliable 
data for its employment. [Tor six 
years: it has been used in practically 
every case operated upon in the gyn- 
ecological service of the Buffalo Gen- 
eral Hospital. The writer himself has 
used it in approximately 2,600 cases. 
Records were kept in the first 1,500 
‘ases, and from these the writer has 
evolved certain definite views of his 
own regarding its use. To these es- 
tablished views there has since been 
strict adherence. 

An attempt was made at first to use 
avertin alone as the anesthetic. Nine- 
ty to one hundred milligrams were 
used in laparotomies and sixty to 
eighty. in the minor operative proced- 
ures. The preliminary hypodermic in 
the early cases was a quarter grain 
of morphine, given one-half hour pre- 
ceding the administration of the aver- 
tin. This dosage was soon reduced to 
one-sixth grain of morphine, as the 
larger dose depressed the respiration 
to a point which, upon the addition of 
the avertin, prodyced, in a certain 
number of cases, a very shallow respi- 
ration. Certain patients were given 
no hypodermic. Some of these were 
found to expel the avertin, and often 
the patient did not sink into sleep as 
promptly. One-sixth grain of mor- 
phine is now maintained as routine. 
The writer has never used amytal or 
similar drugs as preliminary medi- 
cation. 

Early in the first 1,000 cascs, it 
was found that avertin in the eighty- 
to-one-hundred dosage possessed two 
disadvantages: depression of the res- 
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piration and’ towering of the blood 
pressure. Much less frequently, also, it 
slowed and depressed the circulation. 
A number of the earlier cases caused 
some alarm, but it was found that a 
hypodermic of ephedrin soon improved 
the respiration and raised the blood 
pressure. In some cases the respira- 
tion became very shallow, with a low- 
ered blood pressure reflected in the 
pulse. These patients declared their 
condition by the pale, somewhat pasty 
countenance they préSented. In the 
use of the ninety-to-one-hundred mil- 
ligram dosage, the blood pressure 
drop always occurred. Avertin in 
women with high blood pressure 
(180/200) would at times show a fall 
of fifty points, and in several cases a 
drop of ninety was noted. Such ex- 
periences soon led the writer never to 
give a patient with high blood pres- 
sure a larger dose than sixty to sev- 
enty milligrams. Even with this dos- 
age a fall of twenty-five to forty 
points in the blood pressure is not 
uncommon. It, however, usually pro- 
duces no alarming symptoms. 

In most of the patients, even with 
the larger dosage, it was found that 
supplementary nitrous oxide was of- 
ten necessary. The quantity required 
to supplement the avertin to afford 
complete relaxation was so small that 
it resulted in none of the disadvantag- 
es of nitrous oxide alone. It was not 
only the disadvantage of the large 
dose of avertin, but also the fact that 
with a smaller dose, only a small 
amount of nitrous oxide was required 
for satisfactory relaxation. This 
prompted the writer to abandon the 
ninety-to-one-hundred milligram dose 
of avertin and use the sixty-to-seven- 
ty-milligram dosage only as a basal 
anesthetic, which was to be supple- 
mented by nitrous oxide. This has 
worked out so satisfactorily that, for 
the last 1,000 anesthetics, it has been 


It is seldom now 


the rule in all cases. 
that ephedrin is given, and the worry 
of both the surgeon and the anesthe- 
tist is removed. Rarely ether is used 
in place of the gas, but when it is 
used the amount required is negligi- 
ble. 


There was one death occurring in 
the 2,600 anesthesias, that could be in 
any way ascribed to avertin. One 
woman died of an anoxemia twelve 
days following a laparotomy. This 
was proved by autopsy. The patient 
was left by the anesthetist as the ab- 
domen was about to be closed, and the 
anesthetic was intrusted to an interne, 
who continued to ply the patient with 
nitrous oxide. 


Avertin has been used in almost ev- 


‘ery type of constitutional complica- 


tion. Anemia, heart and kidney con- 
ditions and prolonged suppurations do 
well with the smail dosage. The writ- 
er has also used it in small dosage 
in marked jaundice, with no ill effect. 


Advantages in the use of avertin 
have been most pronounced. Patients 
no longer dread the anesthetic. This, 
in the writer’s work, is a great ad- 
vantage, as many of his cases are ra- 
dium treatments, with a subsequent 
treatment three or four months later. 
These women have no fear of the an- 
esthetic and are enthusiastic in their 
statements as to the ease and com- 
fort with which they go to sleep. 
After being put back to bed they sleep 
for several hours. As soon as they 
awaken or become restless, a hypo- 
dermic of morphine, \; or 4 grain, 
makes them again comfortable. Eme- 
sis, except that due to post-operative 
complications, is rarely seen to a de- 
gree that really disturbs the patient. 
So-called gas pains, with abdominal 
distention, are no longer the dread of 
patients and surgeon. The convales- 
cence from laparotomies today is 
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vastly less unpleasant than in the 
days of ether anesthesia. ° 


In the 2,600 anesthesias, massive 
collapse of the lung has been observed 
twice. The last case died thirty hours 
after the operation, with a most ex- 
treme degree of bilateral lung involv- 
ment. Autopsy showed both lungs so 
extensively involved that no possible 
treatment would have been of value. 
No rectal complications have been 
seen. 


Quite naturally one may now ask 
whether avertin answers the require- 
ment of the writer for an anesthetic 


for gynecological work. In general, 
it may be answered in the affirmative. 

The first requirement is safety to 
the patient. The writer is confident 
that in the smaller dosage used as a 
basal anesthetic it is safe; just as 
safe, certainly as the barbital com- 
pounds used as pre-anesthetic medi- » 
cation. It has been used in various 
constitutional conditions with relative 
safety, where anesthesia by gas or 
ether would carry considerable dan- 
ger. All of the post-operative com- 
plications have been found less fre- 
quently following avertin than follow- 
ing other anesthetics. 


OBSTETRICAL ANALGESIA AND ANESTHESIA 


J. L. REYCRAFT, M.D.* 
Assistant Clinical Professor of Gynecology 
School of Medicine, Western Reserve University 
Cleveland, Ohio 


Women of today demand _ that 
something be done to alleviate the 
pains of labor. Labor-saving devices 
which are a part of our every day 
life have conspired to make the mod- 
ern mother less well equipped for the 
function of childbirth than women of 
a few generations ago. It is a well- 
known fact that the nervous system 
is more acutely affected by pain in 
women who have lived a life of coim- 
parative ease, therefore the obstetri- 
cian of today is called upon to relieve 
the suffering of women of more com- 
plex nervous sensibilities than were 
the attendants of yesterday. 

Modern obstetrical technic demands 
that women be delivered in well reg- 
ulated maternities which may or may 


not be a part of large general hos-. 


*Read at fourth annual meeting of the 


Cieveland, Ohio, October 1, 1936. 


pitals. Team work is developed which 
was totally unknown in years gone by, 
in which the nursing staff and resi- 
dent medical staff are employed under 
the direction of the obstetrician. By 
this I mean that the patient entering 
a modern hospital for maternity care 
has received adequate ante-partum su- 
pervision by the physician and nurse 
and when once admitted to the hos- 
pital submits to the care of a special- 
ly trained personnel. 

The delivery nurses and obstetrical 
anesthetists acquire an almost un- 
canny sense, through experience, 
which enables them to know at a 
glance whether a certain patient is 
making rapid progress or is one that 
may require attention of a _ special 
nature. Nurse anesthetists who have 


National Association of Nurse Anesthetists, 
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had special training in obstetrics are 
of inestimable value in the care of our 
patients. 

Various methods are used to les- 
sen the pain of labor, it being the 
function of the attending obstetrician 
to outline the method to be used for 
each individual case. There can be 
a routine method of preparing the 
patients but there never should be a 
routine method of pain relief adapt- 
able to all patients. In other words, 
the administration of drugs for the 
relief of pain should be highly indi- 
vidualized. 

It has been pointed out by many 
observers that there is not only phys- 
iological injury in childbirth but 
without doubt there is a psychological 
injury. This can be: overcome in a 
great measure by the judicious use of 
suitable sedatives to the nervous sys- 
tem, given during the progress of 
labor. 

It has been thought by many ob- 
stetricians in the past twenty years 
that relief from the suffering of labor 
is vastly beneficial to the mother, pro- 
vided that the progress of labor was 
not too greatly retarded. For that 
reason methods which produced a loss 
of sensibility to pain with or without 
loss of consciousness are ideal. That 
is the definition of obstetrical analge- 
sia. If analgesia carries with it the 
loss of memory it involves a state 
known as amnesia. 

The fact that there are so many 
methods now at hand for producing 
obstetrical analgesia proves the fact 
that the problem has yet been but 
partially solved. There are good rea- 
sons for objections to the use of prac- 
tically every type of analgesia, which 
emphasizes the importance of mature 
judgment if they are to be employed. 
Many of the materials used for the 
production of analgesia can be car- 
ried to the point of producing anes- 


thesia. There are four methods by 
which analgesia is administered: 


1. By mouth 

2. By hypodermic 
3. By rectum 

4. By inhalation 


By Mouth 


First we will consider those that 
are given by mouth. They are prin- 
cipally barbituric acid derivatives, 
and the manufacturers have vied one 
with another in the past few years in 
the manufacture of these products. 
Two of them have stood the test of 
experience and are now widely used. 
These, using the trade names, are: 
sodium amytal and nembutal. Oth- 
ers commonly used are: amytal, dial, 
sodium alurate, phenobarbital (lum- 
inal), barbital, neomal, et cetera. 
Rarely, a patient has an idiosyncrasy 
for barbiturates, and if so she will 
show signs of poisoning when such is 
encountered. Ephedrin and caffein 
sodium benzoate plus oxygen should 
then be given to the mother. 

Irving and others have recently re- 
ported a large series of deliveries at 
the Boston Lying-In Hospital under 
an analgesia consisting of nembutal 
and scopolamin. The patient is given 
74% grains of nembutal by mouth, 
when the labor is established and the 
cervix begins, to show some evidence 
of effacement. Together with this she 
is given Ys59 grain of scopolamin. If 
the patient weighs more than 160 
pounds she is given 9 grains of nem- 
butal and Yoo grain of scopolamin. 
Twenty minutes after this adminis- 
tration she is given 30 grains of so- 
dium bicarbonate by mouth. The ra- 
tionale of this procedure is to decrease 
the hydrogen ion concentration of the 
accumulated highly acidic stomach 
contents present at the start of labor, 
which is probably the result of such 
emotions as fear, pain, anxiety, et 
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cetera. When it becomes necessary 
to give more of the drug a 1% grain 
capsule of nembutal is perforated at 
both ends, then placed well up in the 
rectum. This may be repeated every 
two or three hours, but the scopola- 
min is not repeated. If unusual rest- 
lessness occurs, rectal ether may be 
added. General anesthesia is added 
when the patient is in second stage. 


Contraindications for the use of 
this method are: 


1. Any poor anesthetic risk 

2. Acute liver damage 

3. Heart disease with decompensa- 
tion 

4. Acute pulmonary disease 


We have had equally satisfactory 
results in dealing with multiparae, 
by giving 9 grains of sodium amytal 
after the usual preparation, followed 
by the administration of 6 grains 
more when necessary; second dose 
being given by rectum is considered 
advisable. The comparatively short 
time required for the dilatation of 
most multiparae has caused us to feel 
free to give nitrous oxide or ether 
analgesia as the labor progresses. We 
have been using this method for the 
past eight years with satisfactory re- 
sults. It is my personal opinion that 
any delay in breathing on the part of 
the baby has been in direct proportion 
to the amount of ether which may 
have been given. The occasional pa- 
tient reacts to the administration of 
barbiturates by becoming extremely 
excited. If that happens the admin- 
istration of the drug must be discon- 
tinued. 


In England chloroform capsules 
have been used, and even adminis- 
tered by midwives, for analgesia. 
Rees has reported 100 unselected 
cases in which they were given in the 
second stage with good results. He 


does not advocate their use except un- 
der the supervision of the physician. 


By Hypodermic 

Various agents are given hypoder- 
mieally for the control of pain, the 
most widely known being opium de- 
rivatives, chiefly. morphine sulphate. 
To this may be added scopolamin 
(hyoscin). 

Pernocton, a_ barbiturate, has 
been used to obtain analgesia, given 
intravenously similarly to the admin- 
istration of evipal and other intraven- 
ous methods of anesthesia. Very few 
cf us in this country have had very 
much experience in its use. At the 
Cleveland Maternity Hospital we have 
been using morphine and scopolamin 
to obtain analgesia in primiparae for 
the past twenty-five years. Sixteen 
thousand and eighteen primiparae 
have been delivered in the past eight- 
een years. The customary method of 
administration is: \% grain of mor- 
phine and 59 grain of scopolamin 
when the labor is well established, re- 
peating the scopolamin %oo in 45 min- 
utes, then 49 in 45 minutes, then 
Woo every 1% hours thereafter, re- 
peating the morphine if necessary so 
that the patient is completely com- 
fortable. The amnesia which these 
patients experience is very gratifying 
and there is very little, if any, slow- 
ing of the progress of labor. Near 
the end of the first stage of labor, 
rectal ether or rectal sodium amytal 
is administered, followed by nitrous 
oxide or ether analgesia, gradually 
carried to the point of actual anes- 
thesia. It is customary not to give 
morphine or scopolamine within three 
hours of the time of delivery because 
of its depressant action upon the res- 
piratory center of the baby. 


Objections 
1. The treatment requires special- 
ly trained personnel. 
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2. It causes excitement in some 


patients. 

3. It may depress the respiratory 
center in the infant, so that artificial 
respiration is more often necessary. 


By Rectum 


The best known method of rectal 
analgesia is the Gwathmey technic, 
with which all are well acquainted. 
As soon as the patient is definitely in 
labor she is given %4 grain morphine 
with 2 ec. of saturated solution of 
magnesium sulphate; 30 minutes later 
there is instilled into the rectum a 
solution of 2 ounces of ether in 4 
ounces of olive oil, to which quinine 
may or may not be added. Care is 
taken to be sure the rectal tube is in- 
serted well above the presenting part; 
that the solution is given slowly be- 
tween pains; and that pressure is 
made over the perineum for 20 or 30 
minutes after the injection is given. 
Objection has been raised to the use 
of morphine in this method, particu- 
larly if the labor is a short one, and 
especially since some method of gen- 
eral anesthesia usually is required to 
supplement it. A certain amount of 
irritation of the rectum accompanies 
the instillation of ether. Various 
barbiturates are sometimes combined 
with ether or oil, overcoming the ob- 
jection to morphine. 

Paraldehyde has recently been used 
to some extent to accomplish the same 
purpose; it is sometimes combined 
with the oral administration of nem- 
butal. The patient is given 4% grains 
of the latter followed in 15 minutes 
by 3 grains more and 20 minutes later 
is given a rectal instillation of 6 
drams of paraldehyde. 

Rosenthal, Davidoff, Kane and oth- 
ers have reported a large series of 
patients, in which the use of paralde- 
hyde has been very satisfactory. They 
make the following deductions: 


1. Production of prolonged amne- 
sia and analgesia 

2. Freedom of danger to mother 
or fetus 

3. Reduction of excitation to a 
minimum 

4. Avoidance of delay in labor 

5. Simplicity of administration 


Some observers have noticed a high 
incidence of excitement in these pa- 
tients. Other methods of rectal in- 
stillation for the same purpose are 
the various barbiturates, and chloral 
hydrate, and the German literature 
has recently mentioned rectidon, still 
another barbiturate, which is admin- 
istered rectally by means of a suppos- 
itory or enema. 


By Inhalation 


Foremost in this field is ether. Then 
in the approximate order of their fre- 
quency: nitrous oxide plus oxygen, 
chloroform, ethylene, ethyl chloride, 
and, more recently, cyclopropane. 

Dodek has demonstrated graphical- 
ly by means of the external hystero- 
graph that: 


1. Ether as an analgesic has no 
effect upon the progress of labor when 
given during contractions. 

2. Nitrous oxide-oxygen as an an- 
algesic has either no effect upon the 
severity of the contractions, or may 
in some instances actually increase or 
stimulate them. 

3. Spinal anesthesia depresses the 
frequency and intensity; however, 
there is increased tonicity of the uter- 
us. Its effect usually lasts for about 
1% hours. 

4. Morphine has been said to hast- 
en labor, in others it has no effect, 
and in a third group the labor may 
be retarded. However, as a rule, 
when given in moderate dosage to a 
patient in active labor there is little 
or no effect upon the strength of the 
uterine contractions. 
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5. Morphine sulphate plus scopol- 
amin has the same effect, plus the 
amnesia usually obtained by the ad- 
dition of scopolamin. 

6. Ether-oil colonic analgesia 
(Gwathmey) if combined with quinine 
gives a negligible diminution in in- 
tensity and frequency at the onset, 
but after about 20 minutes the con- 
tractions are as before the treatment. 
Without the addition of quinine anal- 
gesia is present, at times complete an- 
esthesia, no latent period being pres- 
ent in its activity. 

7. Avertin in a 60 milligram dose 
has no effect other than to prolong 
the interval between contractions. The 
effect of the drug is shown to wear 
off in 45 to 50 minutes. 

8. Sodium amytal, as well as oth- 
er barbiturates, can be used safely in 
multiparae; they have no effect up- 
on the contractions and do not de- 
press the respiratory center in the 
baby. They occasionally excite the 
patient, as is well known, and for that 
reason cannot be given routinely. 
ANESTHESIA MAY BE: 

I By mouth in those cases which 

are susceptible to barbiturates. 

II By morphine and aiso by various 

barbiturates intravenously: 
Evipal 
Pernocton 
Spinal anesthesia with 1 or 

2 per cent novocaine 
Local perineal block 
Sacral anesthesia 

Anesthesia by rectum is com- 

pleted by the use of ether in oil 

in some cases; avertin, paralde- 
hyde, and the various barbitur- 
ates. 

IV Anesthesia by inhalation is ac- 
complished by increasing the 
amount of anesthetic material 
which one would give for anal- 
gesia and includes the same ma- 
terials. 


I wish to emphasize that no patient 
should be given a general anesthetic, 
even “just for the delivery of 
the baby,” unless she is in condition 
to be given an anesthetic. The pa- 
tient should not have a stomach full 
of food and an anesthetic should not 
be administered if she has a cold. She 
should be prepared for the delivery 
just as though she were to have a sur- 
gical operation. I think the above 
points are lost sight of too many 
times. So often the anesthetic for the 
purpose of delivering a baby is in the 
hands of inexperienced people and is 
not given properly. 

Another thing that is important is 
the fluid balance. I have seen patients 
who have not been given enough fluid, 
so that after delivery they run a 
fever from dehydration. I think it is 
very important to watch the above 
factors. 


OUTLINE OF ANALGESIA AND 


ANESTHESIA 
METHODS OF PRODUCING ANALGESIA 
I By mouth 


II By hypodermic 
III By rectum 
By inhalation 
I By Mouth 
Barbiturates 
Sodium Amytal 
Amytal 
Nembutal 
Dial 
Alurate 
Luminal 
Barbital 
Neonal 
II By Hypodermic 
Morphine 
Scopolamine 
Barbiturates 
III By Rectum 
Sodium Amytal and other 
Barbiturates 
Ether plus quinine plus oil 


242 


Ether plus oil 

Chloral 

Rectidon (German barbitur- 
ate) 

Paraldehyde 

IV By Inhalation 

Ether 

Nitrous oxide plus oxygen 

Ethyl chloride 

Chloroform 

Ethylene 

Cyclopropane 

Chloroform capsules 


METHODS OF PRODUCING ANESTHESIA 


I By Mouth 

Barbiturates 
(The anesthetic power of 
barbiturates is variable) 

II By Hypodermic 
Morphine (sometimes) 
Amytal (intraven- 
f ously) 
Evipal 
Spinal anesthesia 
Local perineal block 
Sacral anesthesia 
Pernocton 

III By Rectum 
Ether in Oil 
Chloral 
Avertin 
Paraldehyde 
Barbiturates 

IV By Inhalation 
Ether 
Nitrous oxide plus oxygen 
Chloroform 
Ethylene 
Ethyl chloride 
Cyclopropane 


CONCLUSIONS 
It is readily seen that there are 


many agents available which can be- 
used for obstetrical analgesia and an- 
esthesia. There is a strong tendency 
to lessen the use of morphine, al- 
though scopolamin is still a valuable 
adjunct. It is being used in conjunc- 
tion with barbiturates, particularly 
nembutal, with very satisfactory re- 
sults. 


The choice of methods used is in the 
hands of the obstetrician and there 
should be no hard and fast: rules as 
to what agencies are employed. The 
thoughtful obstetrician will utilize the 
method best suited to the individual 
patient so as to obtain the maximum 
amount of relief of the mother and 
the greatest degree of safety to both 
the mother and child. 
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A BRIEF REVIEW OF ANESTHETIC: AGENTS, 
INCLUDING CYCLOPROPANE 


JEWELLE C. FINK, Anesthetist 


Memphis, Tennessee 


Progress in the development of an- 
esthesia, like that in other branches 
of medical science, during the past 
three-quarters century has been made 
in ever-increasing ratio. The discov- 
ery of each new anesthetic agent has 
given added impetus to the search for 
a drug which would fulfill all the re- 
quirements of safety and comfort for 
the patient during and after the oper- 
ative procedure, while affording the 
surgeon adequate facility in the per- 
formance of his work. To this end, 
chemists, inventors, manufacturers, 
surgeons, and anesthetists have la- 
bored untiringly, and for their com- 
bined accomplishments we owe them 
a priceless and increasing debt. 

History tells us that for thousands 
of years man has attempted to lessen 
pain by the use of drugs which would 
induce insensibility. In Homer’s 
“Odyssey,” Helen of Troy poured 
some drug, probably mandragora or 
opium, into wine to “lull all pain and 
anger, and bring forgetfulness of ev- 
ery sorrow.” At the beginning of the 
Christian era mandragora was well 
known; Roman historians recorded 
that it was used extensively to relieve 
the suffering of crucifixion. 

Much later, in the thirteenth cen- 
tury, an opiate consisting of hyoscy- 
amus, and the juices of unripe mul- 
berry, hemlock, and other plants were 


prepared by Huga de Lucca and ad- 


ministered with success. Throughout 
the pages of the history of the middle 
ages are references to the use of po- 
tions devised to produce sleep and 
sureease from pain. The possible ap- 
plication of chemical compounds for 


these purposes seems not to have been 
thought of until the beginning of the 
nineteenth century. 

Thus it was many years after the 
discovery of oxygen and nitrous oxide 
by Priestley in 1744, of hydrogen by 
Cavendish in 1766, and of nitrogen by 
Rutherford in 1772, that the practice 
of surgical anesthesia began. The 
first recorded attempt in this direc- 
tion was made by Sir Humphrey Dav- 
ey, who in 1800 used nitrous oxide 
for relief of pain during the extrac- 
tion of his own wisdom teeth. He al- 
so found it effective in alleviating 
headache. His success in these re- 
spects led him to make the prediction, 
“Since nitrous oxide seems capable of 
destroying physical pain, it may be 
used in surgical operations where 
there is no great effusion of blood.” 

Between the years of 1820 and 1828 
Henry Hill Hickman devoted extensive 
study to the means of producing un- 
consciousness during surgical opera- 
tions, first with carbon dioxide and 
later with nitrous oxide. Although 
he failed to interest. the professional 
group, he deserves much credit for his 
work in this field. Andrews of Chi- 
cago demonstrated the use of nitrous 
oxide with oxygen, in 1868. His 
achievements, however, like those of 
Hickman, were not accorded proper 
recognition. A few years later, Paul 
Bert of France, at last succeeded in 
arousing the active interest of the 
medical world in nitrous oxide and 
oxygen, for producing anesthesia -in 
surgical procedures. Haillischer of 
Vienna subsequently administered 
these gases successfully by the use of 
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&% machine, and Hewitt of England 
later developed the method of admin- 
istration in use at the present time. 

Chloroform, the anesthetic proper- 
ties of which were discovered by Flou- 
rens in 1847, for a time was received 
with acclaim. However, the fatalities 
which followed its administration 
soon caused it to be used with cau- 
tion and it was never generally ac- 
cepted. 

The chemical compound ether was 
discovered in 1540 by Valerius Car- 
dus, a young Prussian botanist. In 
medicine, it was first used by Ruther- 
ford in the treatment of asthma, in 
1772. Faraday, in 1818, recognized 
the value of sulphuric ether as an an- 
esthetic agent, but Crawford Long is 
accredited with its original applica- 
tion for an operation in 1842. Long 
was so well pleased with the results 
that he continued to use ether in his 
own practice, but, being a country 
doctor, his surgical cases were few 
and his fame did not go beyond a re- 
stricted area. It remained for Mor- 
ton to place ether upon a popular 
basis. Following his notable demon- 
stration, in the Massachusetts General 
Hospital in 1846, ether became the 
choice of anesthetic drugs and is still 
widely employed in many sections of 
the country. 

In any discussion of anesthetics, the 
work of John Snow, in 1858, and later 
of J. T. Clover, should not be over- 
looked. These investigators, through 
studies on animals, demonstrated the 
physiological effects of various per- 
centages of ether and other narcotic 
drugs. Clover also pointed out the 
advantages of the closed method of 
air limitation, and introduced the ni- 
trous oxide-ether sequence. 

The success of ether was a great 
stimulant to interest in anesthesia. 
Extensive research was begun for the 
purpose of discovering and purifying 


new agents and inventing better 
methods of administration, and fur- 
ther experiments were made to deter- 
mine the effects of different drugs 
upon the respiratory, circulatory, ner- 
vous, muscular, and glandular sys- 
tems. Several years elapsed, howev- 
er, before an agent superior to ether 
was found. 

In 1918, Luckhardt and Thompson 
took up the investigation of ethylene, 
upon which some research had been 
carried out thirty years earlier. The 
war interrupted their progress, and 
it was not until 1923 that they per- 
fected ethylene for clinical applica- 
tion. Its effects were then demon- 
strated before a group of surgeons, 


‘internists, and professional anesthe- 


tists, all of whom were so well pleased 
with the rapid action of the agent, 
the relaxation, and the early recovery 
of the patient which it permitted, 
that it was adopted immediately by 
the Presbyterian Hospital of Chicago, 
and it was there that the first 106 
operations performed under ethylene 
anesthesia took place. 

From that time to the present day 
ethylene has enjoyed a _ popularity 
equalled by no other drug. This, of 
course, is because of its advantages 
over those hitherto discovered, chief 
of which are: (1) anesthesia is easily 
induced and consciousness quickly re- 
gained; (2) relaxation is promoted 
without cyanosis, (8) the respiratory 
tract is not irritated,.and (4) a nar- 
row margin of anesthesia is afforded. 

In common -with other anesthetic 
drugs, on the other hand, ethylene has 
some disadvantages: (1) it has an ob- 
jectionable odor, (2) it is highly in- 
flammable, and (3) it affords inade- 
quate relaxation for abdominal opera- 
tions. 

With the development of ethylene 
began the most enlightened era in the 
history of anesthesia. Realizing what 
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might be achieved, leaders in surgery 
and medicine became even more ex- 
acting in their demands for an agent 
which would reduce to a minimum 
operative and post-operative compli- 
cations, yet permit the surgeon free- 
dom in carrying out his work. En- 
deavoring to meet these demands, a 
host of investigators have within re- 
cent years perfected a drug which, 
nore coinpletely than any other, of- 


fers the patient ease and safety dur- 


ing and after the trying ordeal of 
surgery and at the same time affords 
‘ample relaxation for the benefit of 
the surgeon, and thus closely ap- 
proaches the ideal anesthetic so long 
sought. This drug is cyclopropane. 

Freund, in 1882, conducted the first 
experiments with cyclopropane, which 
technically is trimethylene.  There- 
after, judging by the literature, no in- 
vestigations were carried out with the 
drug until Henderson and Lucas be- 
came interested in its anesthetic prop- 
erties. The results of their prelimin- 
ary work, which was limited to ex- 
periments on animals, were published 
in 1929. Waters, Rovenstine, and 
their associates continued experiments 
with cyclopropane on animals and ex- 
tended their studies to humans, and, 
after further investigation, Dr. Wa- 
ters and his co-workers demonstrated 
the clinical application of the agent. 

Cyclopropane is a colorless gas, its 
chemical formula C.H,. It is heavier 
than air, having a specific gravity of 
1.46, liquifies at a pressure of 75 
pounds per square inch at room tem- 
perature, and is definitely inflamma- 
ble and highly explosive. Cyclopro- 
pane has a pungent but not unpleas- 
ant odor, and hence is not disagree- 
able to inhale. It is usually admin- 
istered in a ratio of 10 or 15 per cent 
to 85 or 90 per cent of oxygen, and 
this abundance of oxygen permits 
rapid induction, eliminates the vag- 


aries which so often accompany other 
anesthetic drugs, and brings about a 
more rapid return of consciousness. 
The patient’s color is maintained and 
the skin remains dry and warm; thus 
fluids are conserved, the body heat is 
more nearly normal, and in turn the 
danger of shock is reduced. Further, 
the air passages are not irritated and 
respiration is not stimulated. These 
features are especially valuable in 
operations upon the chest; also, they 
tend to prevent the development of 
post-operative pulmonary complica- 
tions. In addition, we have learned 
from Bourne that liver and kidney 
functions are not impaired, and from 
Seevers that the heart is not affected 
by the use of cyclopropane. Accord- 
ing to the studies of Waters and 
Schmidt, patients sometimes undergo 
blood chemistry changes, although 
this is only a temporary condition. 
Coagulation time is not altered. In 
our experience, patients have suffered 
with less nausea, vomiting and head- 
ache, and chest complications have 
been fewer following operations per- 
formed under cyclopropane anesthe- 
sia. From the standpoint of the sur- 
geon, cyclopropane is desirable in that 
it affords better relaxation than ethy- 
lene, in this respect being equal to 
ether in the majority of cases. It is 
worth mentioning, also, that cyclopro- 
pane is extremely inexpensive. The 
cost of the average anesthetic is ap- 
proximately 65 cents. 

We have not found that cyclopro- 
pane has any disadvantages. -How- 
ever, its inflammability should be 
borne in mind and adequate precau- 
tions exercised to eliminate sources 
of ignition during its administration. 
The cautery and diathermy machine 
should never be used at this time. If 
ordinary care is taken in these mat- 
ters, the danger of explosion of cyclo- 
propane may be considered negligible. 
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As to the most suitable premedica- 
tion, opinions vary. In our cases \% 
grain of pantopon given two hours 
before operation, and \ grain of pan- 
topon with 459 grain of atropin one 
hour before operation has been found 
adequate. Synergistic drugs, which 
have a depressing effect, are contra- 
indicated. Cyclopropane is not a res- 
piratory stimulant. 

The soda-lime absorption technique 
of administration has been followed 
in our series of cases. Much has been 
written about the advantages of this 
method since Jackson and Mann re- 
ported the outcome of their experi- 
ments in 1916. It restricts the dis- 
semination of anesthetic gases and 
vapors in the operating room, and so 
reduces to a minimum the hazards of 
fire and explosion. This technique 
also provides another means of .con- 

serving the body heat and moisture, 
which are lost through Mpatation 
with other methods. 

Technique.—The breathing bag is 
filled to three-fourths its capacity 
with oxygen, the mask is placed on 
the patient’s face, and he is allowed 
to inhale three or four breaths of 
oxygen. Cyclopropane is then intro- 
duced at the rate of 300 ec.c. during 
the first minute, 400 ¢c.c. the second 
minute, and 500 to 600 c.c. during the 
third and fourth minutes, or as long 
as necessary to obtain the proper 
stage of anesthesia. At the same time, 


oxygen is added at the rate of 300 to. 


500 ¢.c. per minute, according to the 
patient’s metabolic needs. In giving 
cyclopropane, one must remember 
that high concentrations are not mere- 
ly unnecessary, but are distinctly 
harmful. 

By the time the patient is fully pre- 
pared, which as a rule requires three 
to five minutes, the patient should be 
in surgical anesthesia, and when this 
stage is reached the soda-lime filter 


is turned on. If at any time during 
operation anesthesia becomes light, 
cyclopropane is added at the rate of 
500 or 600 ¢.c. per minute. This is 
generally required in longer operative 
procedures because of the unavoidable 
leaks. 


We have found that the patient’s 
blood pressure rises with induction 


~ but, in the usual case, returns to its 


normal level as anesthesia progresses. 
The pulse varies with the depth of 
anesthesia; a very fast or very slow 
pulse will indicate the limit of toler- 
ance. 


Cyclopropane as an adjunct to oth- 
er drugs may be employed without 
hesitancy. On several occasions we 
have found it necessary to give car- 
bon dioxide and even a small amount 
of ether to stimulate respiration. 
These patients had received excessive 
medication the night before or were 
emergency cases that had been given 
large doses of narcotics before en- 
tering the hospital. We have also 
combined ether with cyclopropane in 
a few cases to obtain better relaxa- 
tion. In more than half our cases 
we have thought it advisable to use 
the airway in order to obviate the 
possibility of obstruction of the air 
passages. 


If it becomes necessary to apply 
the cautery, nitrous oxide is given un- 
til this part of the procedure is com- 
pleted. The breathing bag is then 
emptied and filled with oxygen, and 
the usual technique followed with 
cyclopropane. 


A review of the literature shows us 
that other writers on the subject have 
also reported fewer complications fol- 
lowing the administration of cyclo- 
propane than with any other drug. 
In considering post-operative compli- 
cations, we believe that not only the 
anesthetic agent, but other factors as 


247 


well should be taken into account as 
contributory causes, as, for example, 
the extent of the disease process, the 
type and duration of the operation, 
and the amount of hemorrhage. In 
order that the results in our 350 cases 
may be more accurately appreciated, 
we are mentioning these points in the 
following brief reports. 


TABLE I 
TYPES OF OPERATIONS 
Upper Abdomen: 


12 
Gallbladder and ducts............... 38 
1 
1 
Lower Abdomen: 
10 
1038 
5 
Pelvis: 
46 
Shortening ligaments ................ 3 
Vaginal hysterectomy ............... 3 
8 
Dilatation, curettage and ra- 
Dilatation and curettage.......... 
Abscess cul-de-sac ...............:..... 5 
Thyroid and Parathyroid ............ 20 
Breasts: 
.. 6 
mesection tamoré 6 
(rib resections 1 
Genito-urinary Tract: 
2 
Miscellaneous: 
Superficial abscesses ................ 11 
Superficial cysts and tumors.... 5 
Superficial wounds ................... 6 
Amputations (foot, thumb)...... 2 
Abdominal explorations ............ 6 
Herniorrhaphies 14 


TABLE II 


COMPLICATIONS 
6 
Post-operative psychosis .............. 1 
1 


A brief report of the cases includ- 
ed in the above table follows: 


Case 1. Woman, aged 32 years. 
Operation: Dilatation and curettage, 
shortening of ligaments, and appen- 
dectomy. The patient had previously 
had several sinking spells at home, 
which were believed to be vascular 
collapses. One hour and a half after 
operation she went into collapse and 
ner blood pressure fell to 60/0. She 
was revived by intravenous medica- 
tion and blood tranfusion. 


Case 2. Woman, aged 60 years. 
Operation: Radical amputation of the 
breast. The patient was in poor gen- 
cral health. Her blood pressure was 
240 at the beginning of the operation; 
it gradually fell to 60, and hemor- 
rhage was excessive. Intravenous 
medication and _ blood transfusion 
served to elevate the blood pressure 
and improve her condition. 

Case 3. Woman, aged 68. Opera- 
tion: Closure of intestinal fistula, ap- 
pendectomy, and repair of abdominal 
wall following operation for drainage 
of abdominal abscess secondary to 
perforated appendix with disruption 


of infected wound. The patient’s 


blood pressure fell to zero at the con- 
clusion of the operation, but intra- 
venous medication and blood transfu- 
sion restored her to good condition. 
Case 4. Man, aged 55 years. Op- 
eration: Appendectomy. Appendix 
gangrenous, with local peritonitis. 
The patient was obese and in poor 
physical ‘condition. He developed 
post-operative bronchial pneumonia 
and a sudden suppression of urine. 
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Diathermy, intraverious fluids, and 
the oxygen tent relieved these condi- 
tions. 

Case 5. Woman, aged 38. Opera- 
tion: Amputation of the cervix, per- 
ineorrhaphy, subtotal hysterectomy, 
and appendectomy. At the conclusion 
of operation the patient’s blood pres- 
sure dropped to zero, but returned to 
normal after stimulation by intraven- 
ous glucose and acacia. The collapse 
was caused by hemorrhage from an 
aberrant blood vessel. 

Case 6. A man, aged 60. Opera- 
tion: Thyroidectomy. The patient had 
an extremely toxic adenoma and had 
previously had a psychosis. The psy- 
chosis returned following operation 
but continued only a few days. 

Case 7. A woman, aged 58 years. 
Operation: Gastro-enterostomy. Five 
days afterward the patient developed 
bronchial pneumonia, which subsided 
under treatment by intravenous fluids, 
circulatory stimulants, and the use of 
the oxygen tent. 

Case 8. A woman, aged 42. Opera- 
tion: Total hysterectomy and appen- 
dectomy. At the conclusion of the 
operation the patient’s blood pressure 
dropped to 80/60. Heart stimulants 
and intravenous glucose restored the 
pressure to normal. 

Case 9. Man, aged 47 years. Op- 
eration: Posterior gastro-enterostomy. 
On the third day post-operatively the 
patient developed all the symptoms 
of lung collapse. Carbon dioxide and 
the oxygen tent were used; the con- 
dition began to clear up on the sev- 
enth day and recovery was rapid. 

Case 10. Man, aged 37. Opera- 
tion: Cholecystectomy and appendec- 
tomy. This patient entered the hos- 
pital with a slight cold. Twenty-four 
hours after operation the cold became 
worse, he developed a slight cough, 
and one lung was congested. The use 
of carbon dioxide and the oxygen tent 


were followed by rapid recovery. 

Case 11. Woman, aged 31. Opera- 
tion: Sub-total hysterectomy and 
unilateral oophorectomy. On the sec- 
ond day post-operatively the patient 
complained of a painful chest, she 
developed a cough, her temperature 
rose to 102 degrees, and she became 
cyanotic. The roentgenogram showed 
an infarct in the right middle lobe of 
the lung. The oxygen tent was em- 
ployed, with subsequent recovery of 
the patient. 

Case 12. Woman, aged 40. Opera- 
tion: Disconnection of gastro-enteros- 
tomy, and cholecystectomy. During 
operation the patient’s pulse became 
imperceptible and her blood pressure 
fell to 40/0. Glucose and acacia were 
given on the table, and later a blood 
transfusion. After a few hours her 
condition was satisfactory and recov- 
ery was uneventful. 


TABLE IIl 
CAUSES OF DEATH 
PNCUMONID 2 
Kidney dysfunction 2 
Peritonitis. 2 
Cirrhosis of 1 
Carcinoma of stomach ................. 1 
Generalized 1 


A review of each of the fatal cases 
follows: 

Case 1. A man, aged 45. Diag- 
nosis: Disrupted abdominal wound 
and post-operative intestinal obstruc- 
tion secondary to a gastro-enterostomy 
performed elsewhere sixteen days ear- 
lier. Operation: Liberation of in- 
testinal obstruction, disconnection of 
gastro-enterostomy, and resection of 
jejunum. The patient developed 
bronchial pneumonia and died five 
days after operation. 

Case 2. Man, aged 17. Diagnosis: 
Penetrating wound of chest, dia- 
phragm, and stomach. Operation: 
Suture of perforation of stomach. 
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Death occurred one week later, from 
general peritonitis. 

Case 38. Man, aged 35. Diagnosis: 
Carcinoma of rectum. Operation: 
Abdominal exploration and perma- 
nent colostomy with first stage resec- 
tion. Dysfunction of the kidneys 
was responsible for death, five days 
following operation. 

Case 4. Man, aged 53 years. Diag- 
nosis: Inoperable carcinoma of the 
stomach. Operation: Abdominal ex- 
ploration. Patient expired on _ the 
third post-operative day, from the ef- 
fects of the carcinoma. 

Case 5. Boy, aged 15. Diagnosis: 
Rupture of appendix and generalized 
peritonitis; subsequently, multiple liv- 
er abscesses. Operation: Appendec- 
tomy and, later, drainage of liver ab- 
scesses. Death occurred on the six- 
teenth day after operation, as a re- 
sult of general sepsis. 

Cause 6. Woman, aged 68 years. 
Diagnosis: Cirrhosis of the liver, par- 
tial stricture of the common duct, 
and right femoral hernia. Operation: 
Choledochectomy and herniorrhaphy. 
The patient died fifteen days post- 
operatively, from kidney dysfunction. 


Case 7. Man, aged 46. Diagnosis: 


Gastro-jejunocolic fistula, gastro- 
jejunal ulcer, duodenal ulcer, and 
chronic cholecystitis. Operation: Dis- 
connection of jejunum, colon and 
stomach, with repair of colon aiid 
jejunum; partial gastrectomy, cho- 
lecystectomy. The patient developed 
double lobar pneumonia and died four 
days after the operation. 

Case 8. Woman, aged 67 years. 
Diagnosis: -Acute, gangrenous and 
perforated appendix. Operation: Ap- 
pendectomy. A generalized peritonitis 
was responsible for death, eight days 
after operation. 

Case 9. Man, aged 55. Diagnosis: 
Cirrhosis of the liver and obstructive 
jaundice. Operation: Cholecystogas- 
trostomy. The patient died twelve 
days post-operatively from the effects 
of the disease process in the liver. 


COMMENT 

Because of the added safety and 
comfort which cyclopropane affords 
the patient and, further, because of 
its adaptability to patients of every 
age and those having the mildest or 
most dangerous forms of disease, we 
feel that, if given the extensive trial 
it deserves, this drug will become the 
favorite anesthetic agent of the day. 


EARLY POST-OPERATIVE COMPLICATIONS IN 
450 CONSECUTIVE INGUINAL 
HERNIORRHAPHIES 


EDWARD P. JUDD, M.D. 
Cleveland, Ohio 


It is essential that a study of the 
variable factors in post-operative com- 
plications be made on a group of ope- 
rative cases in which there is little 
variation in the technical procedure 
performed. The operations in this 
series were performed by members of 


the resident staff of Lakeside Hospital 
who were all in the same stage of 
surgical training. Except for two 
cases, silk was the suture material 
used. Statistics were obtained from a 
study of the hospital and dispensary 
records. This presentation will be lim- 
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ited to a consideration of the early 
post-operative complications which oc- 
curred in this series. 


TABLE I 
| 
a Ss | 
AS | Ss 
od 
Total Cases (453 103 350 | 87 
All | | 
Pulmonary | 18.3% | 21% 17.4% | 99 
Complicat’ns | | | 
Pneumonia | 3.4% | 3.8% | 3.1% 103 
Pulmonary | 
Wound | 
Infections | 2.6% 3.9% 2.3% 109 
Wound 
Infections 
(with 5 1.5% 3.9% 0.85% 
explainable 
omitted) 


Table I compares the incidence of 
the various early complications in re- 
lation to the anesthetic used, and also 
indicates the variation in the duration 
of the operation to the early compli- 
cations. One variable not considered 
is the age and physical condition of 
the individual patient. It must be 
stated that those patients who were 
considered to be poor operative risks 
usualiy were operated upon under lo- 
cal anesthesia and that all children 
were operated upon under general an- 
esthesia. 


Relatively little difference is noted 
in the incidence of pulmonary compli- 
cations whether the cases were operat- 
ed upon under general or local anes- 
thesia. A patient was considered to 
have had. a pulmonary complication 
if, as a minimal requirement, a state- 
ment of the presence of cough was 


made in the interne’s progress notes. 
The average duration of the operation 
was increased in all pulmonary com- 
plications. This increase was present 
in those cases operated upon under lo- 
cal as well as general anesthesia. The 
prolonged depression of the cough re- 
flex and prolonged presence of the 
irritating inhaled anesthetic may be 
significant in the case of the general 
anesthetic. The relationship between 
the duration of the operation and pul- 
monary complications, in those cases 
operated upon under local anesthesia, 
is difficult to determine. This difficulty 
only emphasizes the well established 
fact that the incidence of pulmonary 
coniplications is not dependent upon 
the type of anesthesia used. In the 
case of the inguinal herniorrhaphy it 
is reasonable to assume that the rela- 
tionship between the duration of the 
operative procedure and the incidence 
of pulmonary complications indicates 
that the incidence of pulmonary com- 
plications will increase as the amount 
of surgery performed is increased. 

There were two deaths in this 
series, both being operative cases hav- 
ing pulmonary complications. One oc- 
curred in a patient who developed 
bronchopneumonia and died on the 
third post-operative day. The second 
patient died about twelve hours after 
an operation which included the resec- 
tion of eight inches of gangrenous in- 
testine, and which was complicated by 
massive pulmonary atelectasis. The 
mortality for the series was 0.44 per 
cent. 


There were twelve wound infections 
complicating the cases studied in this 
series, a percentage of 2.6. There is 
an appreciable increase in the inci- 
dence of wound infections in the cases 
operated upon under local anesthesia. 
The increase in duration of operating 
time was common to local and gas- 
oxygen-ether: cases, and again it is 
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reasonable to assume that the inci- 
dence of wound infections will in- 
crease as the amount of surgery per- 
formed is increased. The difference 
in the incidence of wound infections 
is indeed impressive if we omit for sta- 
tistical purposes five wound infections 
which can be explained. The acci- 
dental opening of the caecum in the 
repair of a sliding hernia, accounts 
for one. The accidental opening of 
the urinary bladder accounts for the 
second. In the case of an infant un- 
dergoing operation, the constant soil- 
ing of the dressings resulted in wound 
infection. Operating in the face of an 
adhesive tape rash resulted in the 
fourth explainable infection. The fifth 
occurred when a bilateral salpingec- 
tomy was performed for chronic sal- 
pingitis in the course of a bilateral 
herniorrhaphy. These five explain- 
able infections occurred in cases op- 
erated under’ general anesthesia. 
Omitting these, the incidence of 
wound infections becomes 0.85 per 
cent in cases where a general anes- 
thetic was employed and 3.9 per cent 
in cases where a local anesthetic was 
employed. The importance of these 
figures is apparent when it is ob- 
served that 75 per cent of all inguinal 
herniorrhaphies in this series com- 
plicated by wound infection and fol- 
lowed a year or more had recurrence 
of the hernia. Ostfeld, reporting in 
the German literature, found that 
there was disturbance of wound heal- 
ing in 7.5 per cent of the cases done 
under local anesthesia, and in only 
0.7 per cent of those done under gen- 
eral anesthesia. A review of recent 
literature failed to reveal other sta- 
tistics making this comparison. How- 
ever, a recent report from the Mayo 


Clinic reveals that there has been a 
considerable reduction in disturbance 
of wound healing in cases undergoing 
thyroidectomy under local anesthesia. 
This reduction is attributed to a 
change in the technique of infiltration 
whereby considerably less novocain is 
used, anesthesia being obtained prin- 
cipally by nerve bloek instead of by 
diffuse tissue infiltration. It is prob- 
able that diffuse infiltration with no- 
vocain reduces the local tissue resist- 
ance to infection. 


From the above data, the following 
conclusions may be drawn: Added ev- 
idenee is presented indicating that 
there is no relationship between the 
incidence of pulmonary complications 
and the type of anesthesia used. This 
statement might be enlarged upon to 
conclude that -the employment of local 
anesthesia is no safeguard against the 
occurrence of pulmonary complica- 
tions. The incidence of pulmonary 
complications is related to the dura- 
tion of the operative procedure. The 
incidence of wound infections is great- 
er when local anesthesia is employed 
than when general anesthesia is em- 
ployed. Also, the incidence of wound 
infections is increased in those cases 
in which the duration of the operative 
procedure is increased. 
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NITROUS OXIDE ANESTHESIA FOR TONSILLEC- 
TOMY AND ADENOIDECTOMY OPERATIONS 


BEATRICE P. NEWMAN 
St. Luke’s Hospital, St. Louis, Mo. 


Nitrous oxide as the anesthetic of 
choice for tonsillectomy and adenoi- 
dectomy operations has been used at 
St. Luke’s Hospital in over 5,000 cases 
over a period of twenty years, and be- 
causerof our satisfactory experience 
I am\answering herewith a request 
‘to submit comments on the technique 
of 


Because nitrous oxide is one of the 
oldest anesthetic agents, and also be- 
cause the reader no doubt has an in- 
timate knowledge of this agent, it will 
not be necessary to go into detail in 
regard to the history or the physical 
and chemical properties of this gas. 
For the past twenty years nitrous ox- 


ide has been rapidly growing in favor | 


for tonsillectomy and adenoidectomy 
operations; especially so, since the 
operation done by the Sluder tech- 
nique, which was originated by Dr. 
Greenfield Sluder of St. Louis in 1911, 
has come into vogue. A longer, deep- 
er anesthesia than that produced by 
nitrous oxide according to our tech- 
nique is unnecessary, because of the 
rapidity with which the surgical pro- 
cedure is accomplished. 

Throughout our series of over 5,000 
cases, the surgeons and myself have 
felt no hesitancy in using this anes- 
thetic for the very young child, or the 
elderly person whom one occasionally 
has for this operation and who may 
present complications such as hyper- 
tension or myocardial change. We 
have had no fatal sequences and the 
ill effects are practically inconsider- 
able. We use no premedication either 
for the child or the adult. 

The advantages of nitrous oxide- 


oxygen anesthesia are: It is not un- 
pleasant to take; anesthesia is accom- 
plished with rapidity; it is not irri- 
tating to the mucous membrane; ex- 
citement is practically eliminated be- 
cause of the small amount needed; the 
cough reflex is maintained; because 
the vomiting reflex is not lost, instru- 
mental irritation of the pharyngeal 
mucous membrane allows retching, 
which helps to keep the blood out of 
the larynx. In such a field and under 
such conditions, the internal ptery- 
goid muscle is well contracted, making 
it easier to engage the tonsil in the 
guillotine prior to enucleation. This 
latter fact presents a distinct advan- 
tage to the surgeon over other types 
of anesthesia. It is also of interest 
to note that hemorrhage is less 
marked with the use of nitrous oxide 
anesthesia than with ether or ethy- 
lene. 


Since the aspiration of infected 
material is practically impossible with 
the use of this technique, the danger 
of lung abscess is much less than 
when ether or local anesthesia is used. 
We find that it takes an average of 
from one to two minutes to anesthe- 
tize a child or an adult. By means of 
the Sluder technique, it is possible to 
enucleate both tonsils and remove 
adenoids in less than ninety seconds. 
If it is necessary for a secondary ad- 
ministration of an anesthetic, we feel 
that nitrous oxide-oxygen is not con-: 
traindicated. At the completion of the 
surgical procedure, the patient, com- 


‘pletely conscious, is turned on his side 


and is able to expectorate upon com- 
mand or at will. There is not any 
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post-operative nausea or vomiting. 
The technique we use is as follows: 
The patient is placed in the dorsal 
position, with the head in a straight 
line with the body. We use no re- 
straining straps, but the arms are 
held on either side of the body at the 
wrists, with the palms upward so 
that there can be no movement of the 
shoulders. The anesthetic is started 
after the mouth gag is in place, par- 
tially open, so that respiration is un- 
embarrassed. As the anesthesia pro- 
gresses, the gag is opened to its full 
capacity so that there is no time lost 
after the mask is removed and the 
operation started. The anesthetic is 
continued until the conjunctival and 
corneal reflexes are lost. The pupils 
are dilated and the eyeballs turn in- 
ward and upward and become fixed. 
In order to make this operation suc- 
cessful there must be complete co- 


operation between the surgeon and 
the anesthetist because time is an im- 
portant factor. Of course, when the 
same two people are working together 
all the time, it becomes comparatively 
simple to develop a technique. 

In conclusion, may I add that we 
have used ethylene in forty to fifty 
eases for this operation and find it 
has no advantages over nitrous oxide, 
but on the contrary has disadvantages 
somewhat resembling those of ether 
in that it provides too great a degree 
of relaxation and the bleeding is in- 
creased. For the administration of 
this particular anesthesia I prefer a 
gas machine which allows positive 
pressure to be maintained at all times, 
because there is considerable leakage 
around the mask with the mouth gag 
in place, which makes it difficult to 
keep the breathing bag sufficiently in- 
flated. 


PSYCHOLOGY IN ANESTHESIA 
FLORENCE SARGEANT 
Orlando, Florida 


One morning a young man whom 
for convenience we shall call Joe 
Gardner, was placed on the operating 
room table. The surgeon requested 
that the anesthetic should not be 
started until the injured arm had 
been prepared. What to say to the 
patient during this period seemed to 
worry the student anesthetist. She 
knew it would depend upon her own 
good judgment to introduce pleasant 
and diverting topics of conversation. 
After gaining her patient’s confidence 
she learned that he was interested in 
travel, but because of ill health had 
had little opportunity for this type of 
enjoyment. There are many people 


in Joe’s circumstances, unable to leave 
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home, but they will enjoy hearing you 
tell about the small town hid away 
in the mountains, or about the deepest 
river in the world, et cetera. You do 
not necessarily have to visit these 
places—good books will add quality 
and interest to the conversation. 

If your patient is a child, find out 
what he is most interested in at the 
moment. If you gain his confidence 
it will not be long before he will tell 
you all about his wagon, top, or train. 
Some patients will insist upon talking 
about the operation which is about to 
be performed. Reassure them in a 
kind and sympathetic manner that 
everything will be done for their com- 
fort, and that they will enjoy much 


better health in the future as a result 
of the operation. 

It is not alone the wise selection of 
words that shows charm, and power 
to please and convince, but such 
things as proper pronunciation, into- 
nation and modulation are factors 
that produce admirable results. Any- 
one can cultivate a pleasant, well- 
modulated tone of voice. This may be 
done by training one’s self to speak 
slowly, carefully and quietly. Well- 
bred people never raise their voices, 
even in anger, for the low, gentle 
voice has become an instinctive part 
of their personality. On the contra- 
ry, savage peoples are found raising 
their voices to a high pitch to express 
their likes and dislikes. 

It may be difficult at first for the 
student anesthetist to cultivate a 
pleasant, expressive manner of 
speech. The tension of the new work 
is frequently responsible for an anx- 
ious attitude of mind and excessive 
muscle contraction. When the muscles 
of. the mouth and throat contract the 
air passages partially close, result- 
ing in a shrill voice. One way to re- 
lax these muscles is to breathe deeply, 
forcing the tension down to the dia- 
phragm. It is necessary to learn to 
relax, at the same time keeping the 
mind alert, but calm. When the stu- 
dent has learned to attain ease, her 
voice will become modulated and gen- 
tle, and the jerky movements of all 
muscles will become accurate and 
graceful. 

The student anesthetist should com- 
pare her capabilities and limitations 
with those of the doctors and nurses 
in the operating room. She should 
learn to work in accordance with oth- 


er people’s habits instead of at vari- 
ance with them, thus developing tol- 
erance and patience. She should ob- 
serve the response to what she says 
and does and eliminate, if possible, 
the expressions and acts that do not 
bring forth cheerful cooperation. 

By taking an interest in others she 
will acquire cheerfulness. The gloomy 
anesthetist is usually the one who 
thinks only of her own advantage, and 
disregards the happiness of her fel- 
low workers. She is the one who 
“talks back to the surgeon.” She has 
failed to learn that happy adjust- 
ments are never made in the operat- 
ing room by antagonistic responses. 
The oldest striving of mankind has 
always been for cooperation with 
their fellow men in all their endeav- 
ors; in this way the race has made 
progress. It was because men learned 
to cooperate that great discoveries 
were made in alleviating human suf- 
fering. It is the individual who is 
not interested in his fellow men who 
has the greatest difficulties in life, 
and inflicts the greatest injury upon 
others. There is no need to criticize 
and undervalue members of the hos- 
pital personnel—others are not inter- 
ested in your grievances. 

The nurse who takes the course in 
anesthesia is usually extremely ambi- 
tious. She is being trained to think 
of other people, and to take precau- 
tions to secure their safety, comfort 
and ultimate well-being. May she al- 
ways be loyal to so honorable a pro- 
fession, and may she always experi- 


ence a certain satisfaction in exert- 


ing the special skills that have been 
developed in this branch of service. 


ELIMINATING UNNECESSARY HAZARDS* 


Every once in a while sensational 
articles appear in the daily press cov- 


ering an explosion or fire with conse- 
quent destruction of property, and 
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sometimes personal injury, due to the 
careless handling of the anesthetic 
vases and oxygen. 

A more recent one was a newspaper 
article describing a series of terrific 
explosions from anesthetic gas tanks, 
followed by a fire, in a southern hos- 
pital. The explosion occurred, accord- 
ing to the newspaper article, while an 
orderly was transferring anesthetic 
gas from large tanks into smaller cyl- 
inders. 


In spite of every care which the 
manufacturers of anesthetic gases 
take in making the tanks, valves, and 
other equipment foolproof, and in 
spite of repeated warnings as to the 
hazards accompanying careless hand- 
ling of these containers by inexperi- 
enced persons, some of our hospitals 
pay so little attention to these warn- 
ings that occasional explosions occur. 


The practice of transferring gases 
from a larger cylinder to a small cyl- 
inder is neither safe nor economical 
under usual operating conditions, and 
there is always the hazard of explo- 
sions during the process of this trans- 
fer. The attention of the hospital 
should be directed to the ordinary 
precautions which should be taken in 
the handling of anesthetic and other 
explosive gases which they use; this 
particularly applies to the transfer of 
these gases from larger to smaller 
containers. The precautions are list- 
ed below: 

(1) The procedure at best is high- 
ly hazardous (for opinions on this 
subject consult any qualified gas en- 
gineer, The Underwriters Laborato- 
ries of Chicago, the Bureau of Stand- 
ards at Washington, or the Com- 
pressed Gas Manufacturers’ Associa- 
tion in New York). Handling a gas 
under 2000 pounds pressure to the 
square inch is nothing to be dabbled 


in, particularly a gas that with oil 
and grease present could produce a 
serious explosion. 

(2) Such a process in your hos- 
pital would raise both your liability 
and fire insurance rates. If you doubt 
that statement consult your local in- 
surance agent or his headquarters. 

“(3) The system, even were it 
safe, is uneconomical for several rea- 
sons: in the first place the pressure 
of a full small cylinder is just as high 
as that in the large cylinder, so that 
after filling one or two. small cylin- 
ders from a large one there is not 
sufficient pressure left to fill a small 
cylinder more than part way, and fre- 
quent fillings and changes of cylinders 
are therefore necessary. Then again, 
considerable quantities of oxygen are 
lost each time a cylinder is filled in 
the transfer apparatus itself. 

“(4) Unless you own all of your 
small cylinders legal complications are 
invited, the same as apply to com- 
pressed gas manufacturers themselves 
who are not permitted to refill cylin- 
ders that they or their customers do 
not own, this for safety reasons and 
to fix responsibility. 

“(5) The process is not as simple 
as it sounds, as great care must be 
exercised in the cleaning and prepa- 
ration of the cylinders, as hang-over 
gas and other residues cause trouble. 
Often anesthetic gas cylinders can 
very easily get mixed up with oxygen, 
and the resultant mixture would be 
anything but sweet to take, not to 
speak of explosion possibilities. 

“(6) Again, repair parts for the 
valves must be kept and used correct- 
ly when necessary, a detail without 
which no oxygen from any source 
would give satisfaction. Under Fed- 
eral regulations compressed gas cyl- 
inders must be tested at specific in- 
tervals for safety purposes, and the 


* Reprinted by permission, from ‘‘Hospitals,’’ March, 1936. 
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cheapest oxygen in the world, if safe 


to use, in an unsafe cylinder is a. 


hazard no hospital should invite. 


“(7) In the case of a hospital 
transferring its own oxygen into 
small cylinders, that are used with 
anesthetic gases furnished by a gas 
manufacturer, should any anesthetic 
difficulty arise, the hospital would 
have an unnecessarily hard time in 
fixing responsibility, because in such 
a combination of gases, the hospital 
_ preparing one of them, would place 
‘the institution in the position of pro- 
ceeding against itself in the event of 
any difficulty. 


“(8) And were such a process safe, 
sound, or reasonable, which we claim 
it is not without rigid and expensive 
precautions, do not overlook the fact 
that those interested in real economy 
should begin on the items that repre- 
sent volume purchases in a hospital, 
not merely an incidental, as is the 


case with oxygen, as pointed out 
above.” 

A careful study of gas explosions 
in hospitals invariably portrays a 
break. in the recognized technique for 
handling the cylinders, or in the 
transfer of gases from one container 
to the other. It would be much bet- 
ter to purchase these gases in suitable 
size containers and avoid the neces- 
sity of transfer. The increase in the 
cost of these smaller containers. for 
such use would be but a small portion 
of any resulting damage to property 
or injury to person due to explosion. 

The increase in your fire insurance 
premium alone, in a single year, would 
amount to more than the additional 
cost of the smaller cylinders which 
you might use for two or three years. 
This is but a small item in compari- 
son with the hazards that the patients 
and the persons working in the op- 
erating or the anesthetic room are 
subjected to in following this practice. 


ANESTHESIA SECTION OF HOSPITAL STAND- 
ARDIZATION CONFERENCE 


Philadelphia, Pa., 


At the .annual convention of the 
American College of Surgeons held in 
Philadelphia, Miss Hilda Salomon, 
President of the National Associa- 
tion of Nurse Anesthetists, appeared 
on the program of the Hospital 
Standardization Conference on Thurs- 
day, October 22nd. The hall was filled 
to capacity with many distinguished 
members of this section and the pro- 
gram was conducted by Dr. Robert 
Buerki and Mr. Robert Jolly. 

The following questions were sub- 
mitted to Miss Salomon and were an- 
swered as follows. 

Question 1.—What are the essen- 
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tials of an anesthesia department in 
a hospital as recommended by the 
American College of Surgeons? 
Answer.—It is essential that every 
anesthesia department be headed by 
a physician, whose responsibilities as 
such assure the checking of the con- 
dition of the patient pre-anesthesia, 
with special attention to the heart, 
lungs and kidneys. It should be his 
duty to provide for the instruction of 
the internes in the administration of 
spinal, caudal, intravenous or any 
special procedure which requires sur- 
gical technique. It is important that 
monthly conferences be conducted by 
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the physician in charge of the de- 
partment so that mortalities, errors 
in judgment or technique and espe- 
cially difficult cases, may be discussed. 
Working with this physician should 
be an adequate staff of graduate 
nurse anesthetists. These nurse an- 
esthetists should not merely know how 
to “pour ether,” but should be grad- 
uates of recognized Schools of Anes- 
thesia where they have been taught 
anesthesia from a theoretical as well 
as a practical standpoint. The nurse 
anesthetist is valuable in that the de- 
partment is covered at all times, 
thereby giving to the hospitals effi- 
cient twenty-four hour service. 

Question 2.—If it is necessary for 
an anesthetist to share her services, 
what duties combine most satisfac- 
torily? 

Answer.—It is poor policy for an 
anesthetist to have to combine duties. 
She may be in the midst of some spe- 
cial nursing treatment when she is 
called to the operating room for an 
emergency anesthetic. Should she 
leave her patient in the midst of the 
treatment she is criticized by the 
nursing department for neglecting the 
patient. If she is late in arriving for 
the operation the surgeon is none too 
happy. There are, however, many 
small institutions where a combina- 
tion of duties is necessary. In such 
instances it is more advisable for the 
anesthetist to assist in the depart- 


ment of X-ray, laboratory, registrar’s 
office or the medical library of the 
hospital, but not the nursing depart- 
ment. 

Question 3.—For what post-opera- 
tive period should an anesthetist 
check on the patient’s condition after 
his or her return to the ward? 

Answer. — Anesthetists should be 
required to visit the patients post- 
operatively twice within the first 
twenty-four hours, then daily there- 
after for one week. Any compiica- 
tions occurring after that period could 
hardly be attributed to the anesthe- 
sia. These visits are made of course 
with the sanction of and in coopera. 
tion with the surgeon. 

Question 4.—Should a nurse anes- 
thetist be present when spinal anes- 
thesia is being administered? 

Answer.—Yes, she certainly should, 
because these patients require con- 
stant watching, with frequent check- 
ing of blood pressure, and it is often 
necessary to supplement the spinal 
with a general anesthesia. In‘such 
cases an anesthetist is always present 


and there is no time lost. When a 


nurse anesthetist remains constantly 
with a spinal anesthesia case she 
gains the patient’s confidence by the 
continuous administration of “vocal 
anesthesia,” thereby allaying fear. 

I regret that the limited time al- 
lotted necessitates that my remarks 
be very brief. 


REPORT OF PUBLIC RELATIONS COMMITTEE* 


This report presents a summary of 
the activities of the Committee on 
Public Relations for the year ending 
October, 1936. In regard to legisla- 
tive problems which came up during 


the year, practically all, with the ex- 
ception of California, are still pend- 
ing, and information herein given 
must be regarded as tentative rather 
than decisive. 


* Read at the annual meeting of the National Association of Nurse Anesthetists, Cleve- 
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California 

The case of Chalmers-Francis ver- 
sus Dagmar Nelson, which has been 
before the courts of California since 
1934, was brought before the State 
Supreme Court. This Court affirmed 
the decision of the Superior Court in 
every particular, holding that “nurses 
in surgery during preparation for and 
progress of an operation are not diag- 
nosing or prescribing within the 
meaning of the Medical Practice Act. 
We are led further to accept this 
practice and procedure as established 
when we consider evidence of the 
many surgeons who supported the 
contention of the defendant nurse and 
whose qualifications to testify con- 
cerning the practice of medicine in 
this community and elsewhere were 
established beyond dispute. That such 
practice is in accord with the gener- 
ally accepted rule is borne out by the 
decided cases.” (Unquote) 


The importance of this favorable 
decision, in relation to nurse anesthet- 
ist service, can hardly now be esti- 
mated in terms of future security to 
the progress of the work. 


New York 

The Erie County Medical Society 
passed a resolution against nurse an- 
esthetist service, the matter, as yet, 
not progressing beyond this stage. 

The Industrial Commission of New 
York decided the administration of an 
anesthetic is the practice of medicine; 
such a decision should not be inter- 
preted as carrying legal authority, 
but rather regarded as an unusual 
attitude, which this Committee hopes 
the Commission will later modify. 


Pennsylvania 

A report that the Philadelphia 
County Medical Society were seeking 
to discuss with the Attorney General 
of* Pennsylvania, the status of the 
nurse anesthetist, proved on our mak- 


ing contact with the Attorney Gen- 
eral, to have no foundation in fact. 
While nurse anesthetists were refused 
admission to a certain hospital and 
barred from lectures and clinics con- 
trolled by medical anesthetists of 
Philadelphia; the convention of the 
Pennsylvania State Association of 
Nurse Anesthetists, held in May, gave 
a feeling of encouragement, in regard 
to alert watchfulness and determina- 
tion to promote constructive efforts in 
overcoming this opposition. 


Missouri 

The possibility of a bill to be pre- 
sented in January, 1937, adversely 
affecting nurse anesthetists, was 
brought to the attention of the Com- 
mittee. In this connection plans have 
been set in motion by the Missouri 
State Association of Nurse Anesthet- 
ists in cooperation with the National 
Association, for keeping the situation 
well covered. 


The Tennessee Association of 
Nurse Anesthetists met in February. 
Miss Hodgins, then in the South, ap- 
pointed pro tem member of this Com- 
mittee, reported the successful meet- 
ing of their problems by the officers 
of this Association and the smooth 
functioning of this important South- 
ern division. 

The question regarding the neces- 
sity of a registered nurse becoming 
registered in the state in which she 
is practicing, while maintaining regis- 
tration in another state, came up for 
consideration. This committee re- 
ferred the question to the American 
Nurses’. Association as to implication 
of “whether or not it is necessary for 
nurse anesthetists to be registered in 
the state in which they are engaged 
as anesthetists.” Miss Susan C. 
Francis, President of the American 
Nurses’ Association, courteously gave 
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an opinion, which will be passed on 
to the Educational Committee. It is 
the belief of this committee that the 
broad question involved will be most 
satisfactorily investigated and studied 
by the Educational Committee; the 
Public Relations Committee collabo- 
rating as indicated, on the legislative 
aspects. 

The question of affiliation with the 
Federation of Women’s Clubs, re- 
ferred to this committee at the last 
convention, was carefully studied, and 
recommendation is now made to give 
the matter still further consideration, 
before making a decision. 

The committee is happy to report 
that the American College of Sur- 
geons, which meets in Philadelphia 
in October, have asked Miss Salomon, 
representing the National Association 
of Nurse Anesthetists, to take part 
in a panel discussion on Anesthesia. 
The Congress of Medical Anesthetists 
meeting at the same time and place, 
makes this request the more signifi- 
cant. 

This committee wishes to endorse 
the recommendations made in the 


1935 report of the Public Relations 
Committee, in regard to grouping the 
states into divisions and increasing 
the number of members on this com- 
mittee, so that each division wil! be 
represented; thus facilitating coope- 
ration between states and National 
Headquarters on problems relative to 
our public relations. 


It is also urgéd that State Asso- 
ciations, seeking affiliation with the 
National Association, investigate the 
eligibility of all their members to be- 
come members of the National Asso- 
ciation of Nurse Anesthetists, before 
making application for State Associa- 
tion membership. 


In conclusion the committee wishes 
to extend thanks to the National offi- 
cers and legal counselor for their 
splendid cooperation. 


Respectfully submitted, 


MARIAN L. ROBINSON, Chairman 
Lou E. ADAMS 

CorA McKay 

JEAN O’BRIEN 

MyrA B. QUARLES 

ANNA WILLENBORG 


ACTIVITIES OF THE STATE ORGANIZATIONS 


COLORADO 


A meeting was called on June 6th, 
1936, at St. Joseph’s Hospital, Den- 
ver, Colorado, for the purpose of or- 
ganizing the nurse anesthetists in 
that state. Fifteen members were 
present and the following officers were 
elected: 

President 

May Marcom Carpenter 

2370 Ash St., Denver, Colo. 
First Vice-President 

Ethel Currie 

1819 Gilpin St., Denver, Colo. 
Second Vice-President 

Margaret Kramer 


Corwin Hospital, Pueblo, Colo. 
Secretary-Treasurer 

Sadie Louise Heckert 

3327 W. 29th Ave., Denver, Colo. 

On October 24th, 1936, a meeting 

was held at Children’s Hospital and 
constitution and by-laws drafted for 
submisstion to the National Associa- 
tion. 


MISSISSIPPI 


The Mississippi Association of 
Nurse Anesthetists will meet in Mer- 
idian, Miss., May 12th, 1937. For fur- 
ther information address Miss Emma 
Easterling, President, Vicksburg Hos- 
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pital, Vicksburg, Miss., or Miss Lola 
Allen, 515 Arnold, Greenville, Miss. 


MISSOURI 

A social gathering of the St. Louis 
members was held at Jewish Hospi- 
tal, St. Louis, on Friday, November 
13th, and a benefit card party was 
held at St. John’s Hospital on De- 
cember 4th. In each instance there 
was a large attendance. The pro- 
ceeds of the card party, amounting to 
$71.80, was turned over to the Treas- 
urer of the Missouri Association. 

The date of the annual convention 
of the Missouri Nurse Anesthetists’ 
Association will be decided at the 
next meeting of the Board of Trus- 
tees of the Missouri Association, 
which will be held early in 1937. 


NEBRASKA 

Meetings will be held every other 
month until it is possible to have a 
state convention. The next meeting 
will be held February 15th, 1937, at 
St. Catherine’s Hospital, Omaha, 
Nebr. 

It is encouraging to note that since 
September, 19386, at which time the 
Nebraska organization was _ started, 
with a nucleus-of seven members, the 
membership has increased almost 300 
per cent and to date totals 28 active 
and 3 associate. 

OHIO 

The fourth annual meeting of the 
Ohio Association of Nurse Anesthe- 
tists will be held at the Deshler-Wal- 
lick Hotel, Columbus, Ohio, April 14th 
and 15th, 1937. 

For further information write Miss 
Lucy E. Richards, President, City 
Hospital, Cleveland, Ohio,.or Miss 
Marian Hollister, Secretary-Treasur- 
er, Maternity Division, University 
Hospitals, Cleveland, Ohio. 
PENNSYLVANIA 

The sixth annual meeting of the 
Penmsylvania Association will be held 


at Buck Hill Falls, Penna., June 2nd, 
3rd, and 4th, 1937. Details in regard 
to the program will be published in 
the May issue of the National Bulle- 
tin. 


Twenty-three anesthetists were 
present at the bi-monthly meeting in 
Philadelphia December 14th. Dr. Bow- 
er talked on spinal anesthesia. 


TENNESSEE 

The annual meeting of the Tennes- 
see Association of Nurse Anesthetists 
will be held February 18th, 1937, at 
the Hotel Peabody, Memphis, Tenn., 
following the Mid-South Post-Gradu- 
ate Nurse Anesthetist Assembly to be 
held on February 17th and 18th at the 
Hotel Peabody. 


Miss Agatha C. Hodgins, Honorary 
President of the National Association 
of Nurse Anesthetists, has accepted 
an invitation to attend the Tennessee 
meeting, and the program will include 
outstanding doctors and anesthetists 
from several states. The banquet, 
with dancing following, will be held 
on February 17th at the Hotel Pea- 
body. 

All nurse anesthetists in good 
standing in the National and State 
Associations are invited to attend. 


TEXAS 
The Fort Worth Association of 
Nurse Anesthetists resumed monthly 
meetings in September with apparent- 
ly even more enthusiasm and interest 
than previously. Officers elected for 
the year: 
President 
Minnie V. Haas, 
Methodist Hospital, Fort Worth, 
Texas 
Vice-President 
Gertrude Smith, 
1029 Shaw Street, Fort Worth, 
Texas 
Secretary-Treasurer 
Alva Greene, 
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All Saints Hospital, Fort Worth, 
Texas 

The educational program of the 
past year, in charge of Dorothy M. 
Hoadley, included several interesting 
talks given by outstanding medical 
men, and a motion picture was pre- 
sented on “Modern Methods of Anes- 
thesia.” Miss Allie Mae Campbell, 
Cook Memorial Hospital, presented a 
paper on “A Technique for Adminis- 
tering Ether and Air,” also a short 
article on “Coagulation Time in Ethy- 
lene Anesthesia” and in January a 
report on the use of evipal in the 
Methodist Hospital, Fort Worth, will 
be given. 

The Fort Worth group feels that 
they derive great benefit by meeting 
to discuss their common _ problems, 
and the study required in preparing 
their programs and papers has been 
a stimulus to them. The Program 
Committee with Gertrude Smith as 
Chairman, is planning a _ program 
which will include several papers of 
interest to be presented by the mem- 
bers of the Association. 

The second annual meeting of the 
Texas Association of Nurse Anesthe- 
tists will be held April 28th, 19387, in 
conjunction with the Texas Hospital 
Association, in Lubbock, Texas. For 
further information write Miss Doro- 
thy M. Hoadley, President, Methodist 
Hospital, Fort Worth, Texas, or Miss 
Ora Lee Mercer, Secretary-Treasurer, 
207 Medical Arts Bldg., Fort Worth, 
Texas. 

VIRGINIA 
The second annual meeting of the 


Virginia Nurse Anesthetists Associa- 
tion was held in Richmond, Virginia, 
November 28th, 1936. The following 
members were present: 

Mrs. Edna Nesbit Beal 

Miss Vera C. Copeland 

Mrs. Julian B. Doss 

Miss Nancy J. Forgie 

Miss C. Virginia Godbey 

Miss Lorane Lisle 

Miss Eunice Marberry 

Mrs. Minnie Freese Payne 

Miss Georgia Cabell Scott 

Miss Virginia S. Supinger 

The following officers were elected 

for the year 1937: 
President 

Miss C. Virginia Godbey 

Norfolk Protestant Hospital, 

Norfolk, Va. 

Vice-President 

Miss Ollie May Addleman 

Cabaniss Hall, Richmond, Va. 
Secretary-Treasurer 

Mrs. Edna Nesbit Beal, 

Cabaniss Hall, Richmond, Va. 
Trustees: | 


3-year Miss Eunice B. Marberry, 
Jefferson Hospital, Roan- 
oke, Va. 
2-year Miss Lorane Lisle, 
Stuart Circle Hospital, 
Richmond, Va. 
l-year Miss Georgia Scott, 


Lewis-Gale Hospital, Roan- 
oke, Va. | 
The meeting was followed by a din- 
ner and a delightful social hour. It 
was gratifying that so large a per- 
centage of the membership of the Vir- 
ginia Association was present. 


The fifth annual meeting of the National Association of Nurse 
Anesthetists will be held in Atlantic City, N. J.. September 13th to 
17th, 1937, in conjunction with the American Hospital. Association. 
Convention headquarters will be ‘located at the Ritz-Carlton Hotel, 


Atlantic City. 


Further particulars 1 in regard to the program and arrangements 
will be published in the May issue of the Bulletin. 
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FEBRUARY Ist, 1937 


Word has just been received that the meet- 
ing of the Mid-South Post Graduate Assembly in 
Memphis, Tennessee, has been cancelled due to 


flood conditions. 


NOTICE 


Anesthetists who will be available for relief positions during the sum- 
mer will please file qualifications and recommendations at headquarters. An- 
esthetists will be chosen for popsitions in the order in which their names 
appear on the list from the locality in which the position is located. 


OFFICERS 
1936-37 


Honorary President—Agatha C. Hodgins 
President—Hilda R. Salomon 
First Vice-President—Verna M. Rice 
Second Vice-President—Olive L. Berger 
Third Vice-President—Eva M. Dickson 


Treasurer—Gertrude L. Fife 


Trustees 
Gertrude L. Fife Verna M. Rice Hilda R. Salomon 
Agatha C. Hodgins Miriam G. Shupp Anna Willenborg 
Helen Lamb Clara A. Wurtz 
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A MATTER OF POLICY— 


Inasmuch as there now exists a plethora of ful- 
ly trained and competent anesthetists, graduates 
of the various recognized anesthesia schools, and 
as the art of anesthesia has developed to a point 
ihat now makes possible many surgical proced- 
ures that formerly were attempted only in ex- 
tremis, we feel that the practical performance 
can no longer be intrusted to anyone but a spe- 
cialist experienced and trained in the latest 
methods. 


We do not advocate the use of our apparatus 
with Cyclopropane and the Carbon Dioxide Ab- 
sorption Method, or closed endo-tracheal anesthe- 
sia with catheter and balloon, unless we know 
that the operator of the machine is fundamen- 
tally prepared to handle the proposition. 


We solicit the support of the surgeon, and an- 
esthetist as well as the superintendent in our 
earnest endeavor towards the establishment of 
wholesome and progressive conditions in the per- 
formance of anesthesia. We believe that our stand 
against carelessness and ignorance deserves sup- 
port. 


THE FOREGGER CO., INC. 
47 West 42nd St. 
New York, N. Y. 
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ANESTHETISTS are undoubtedly 
familiar with the words “Copper Pro- 
tected” which appear on the label of 
the Squibb Ether container. These 
words summarize the results of a de- 
velopment of vital importance in the 
field of anesthesia. 

The presence of deleterious sub- 
stances in anesthetic ether has long 
been a subject of scientific research. 
In the solution of this problem the 
Squibb Research Laboratories con- 


SQUIBB 
ETHER 


ducted a serics of studies for many 
years with various types of containers. 
Results of this investigation showed 
that Squibb Anesthetic Ether retained 
its original purity indefinitely when 
packaged in a copper-lined container. 
Squibb Ether is the only ether so 
protected against deterioration. 

The controls that guard the prepa- 
ration of Squibb Ether from the pur- 
chase of raw materials to the final 
packaging in copper-lined containers 
are the reasons why Squibb Ether is 
found reliable and is preferred by 
surgeons and anesthetists. 


R. & Sons, 
Anesthetic Division 
Sau.bb Building, New York 


Please ~ NI" 
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literature on Squibh 
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ANESTHETIC GASES 


Nitrous Oxide Oxygen 
Ethylene Carbon Dioxide 
Cyclopropane Carbon Dioxide-Oxygen 


Sterile crystals in ampules of various sizes 
Sterile Solutions in ampules 
containing Procaine Hydrochloride or 
Procaine and Epinephrine. of various 
strengths 
Soluble: Hypoderniic Tablets of Precaine 
Hydrochloride or 
‘Procaine and Epinephrine with 
Ringers Solution. 


ALSO A COMPLETE LINE OF | 
Sterile Ampules | 
Soluble Mypodermic Tablets 

OXYGEN TENTS AND EQUIPMENT 

FOR RENTAL AND SALE 


~ REPLACEMENT HOODS FOR ALL 
TENTS 


CHENEY Chemical Co. 


2929 EAST 67th SIREET; CLEVELAND, OHIO 


— 


Pittsburgh and Philadelphia California 
- MEDICINAL OXYGEN €O. || AMERICAN MEDICAL GAS CO, 


CHICAGO-NBW NEAPOMS-TORONTO | 


PROCAINE HYDROCHLORIDE | 


| 
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